(for H. W. BARBER, M.B.).
Mrs. W., aged 53 years. Past htistory.-Rheumatic fever when aged 26, with joint and myocardial involvement. 1914 : " Inflammation of the heart," in bed for six months. 1924: Double pzeumonia and pleurisy. Both knees.painful at times and swell, grating to be felt on-movement. Present condition. -February, 1930 , after the fingers had been exposed to extreme cold and then warmed in front of the fire, the patient noticed an eruption on the fingers. In June, 1930, she exposed the face and neck to strong sunlight, and this was followed by involvement of the parts exposed.
The skin of the balls of the toes and over the roots of the first and second toes of the right foot is red and atrophic, with telangiectases, and covered with a fine adherent scale. A similar change is to be seen over the palmar aspects of the fingers and over the back of the terminal phalanges. The forehead, nose, cheeks, and chin are involved, the typical scales of lupus erythematosus being most marked over the nose. The skin of the right side of the neck and over the upper part of the sternum shows the same change.
Investigations.-Chest: Clinical and X-ray examinations-notlhing abnormal.
Heart: Enlarged 1 in. to left with faint apical systolic murmur. Stools: Bacillus coli communis only. Test meal, normal.
Skin tests: Five mils. haemolytic streptococci intradermally into the arm and the shoulder produced a strong local reaction with subsequent necrosis in the centre of the papule (sterile on culture). 0@1 c.c. of -s-' human tuberculin intradermally, negative. It might be of interest to mention the results of intradermal testing in cases of lupus erythematosus from Dr. Barber's clinic.
In 25 cases of chronic fixed lupus erythematosus, 60% gave a strong positive, 42% gave a positive to haemolytic streptococci; 36% gave a strong positive, 16% gave a positive to tuberculin.
In 13 cases of superficial lupus erythematosus, 93% gave a strong positive reaction, 70% gave a positive reaction to haemolytic streptococci. This would suggest that particularly in cases of the superficial type, there is a cutaneous sensitization to streptococci and that the proportion of positive tuberculin reactions is not above that given as normal. It is to be expected from this particular patient's history of rheumatic fever that a cutaneous allergy to the streptococcus would be found. Birkhaug and Swift pointed this out in 1927 and 1928.
The frequent association of a streptococcal infection of the naso-pharynx with lupus erythematosus has been noted by Barber and others, and also the effect of streptococcal vaccines in precipitating an outbreak of lupus erythematosus (Barber, Guy's Hospital Reports, 1921) .
In this series of cases a history or evidence of such infection was often obtained; evidence of tuberculosis was present in only very few cases.
Apparently infection with and sensitization to the streltococcus is frequentlv found in lupus erythematosus, and it may be that this, if not responsible for the skin inflammation, may at least favour the activity of some other specific organism.
One would like to emphasize the importance of dealing with septic foci and to suggest the advisability of trying to desensitize to the streptococcus as part of the treatment of some of these cases of lupus erythematosus.
Discus8ion.-The PRESIDENT said that Dr. Forman's remark that the number of positive tuberculin reactions corresponded very much to those in a normal series of cases was borne out by the extensive work. of Martenstein, but Dr. Forman did not say what the normal reactions of hEemolytic streptococci were, and he, the speaker, would like to know this. Dr. Forman also said that the evidence of tuberculosis was found in only a few cases, but that was not the experience of Continental observers. Ehrmann and his -co-workers' found 1 Ehrmann anid Falkenstein. Archiv f. Derm. it. Szyph., 1922, cxli, 408.
tuberculous manifestations in some 90% of cases, but the speaker thought they had assumed the presence of tuberculosis in many cases on very meagre clinical findings. Dr. FORMAN in reply said that a series of 50 cases had been used as controls, including instances of psoriasis and some medical diseases, as well as a small group of rheumatic fever cases. In this series, 20% gave a strong positive reaction to ha-molytic streptococcus. Patient, Miss E. T., aged 25. The eruption began 3 years ago as red, sore areas beneath the breasts, later in the groins and behind the ears, with crusting. The scalp over both temporal re,gions sp1reading up from the ears, was also crusted over. The skin of the abdomen and chest was involved. Previously there had been no dandruff of the scalp. Treated at the London Hospital from October, 1928 , to January, 1929 , and hair epilated. The eruption cleared up but recurred beneath the breasts.
When first seen there was an intertrigo of the breasts, axille, groins and behind the ears, with greasy scales and an edge of stripped up horny layer. On the chest and abdomenl the skin was red and the horny layer stripped up. Where the scalp was in apposition to the ear it was scaly, and there were isolated patches on the vertex and the occipital region. Here the scales were silvery, quite dry and attached to the hairs as though climbing up them. These patches correspond to the "fausse teigne" of Alibert. There was a mild blepharitis. Cultures taken from the breasts and ears gave a profuse growth of hamolytic streptococci, but no monilia. An emulsion of 24 million streptococci injected intradermally gave a strongly positive reaction, with central necrosis, but to staphylococci the reaction was negative.
When seen alone the scaly areas of the scalp are to be differentiated from seborrhoeic dermatitis and dermatitis scrofulosorum. The scale of "fausse teigne" is dissimilar from the greasy one of seborrhoeic dermatitis.
Four children seen in Dr. Barber's clinic with similar isolated scaly areas on the scalp did not give a positive tuberculin reaction intradermally or when the tuberculin was bandaged on the skin.
The frequency of this widespread streptococcal infection of the skin in debilitated children of the hospital class, and its chronicity and tendency to relapse, indicate a demand for as careful treatment and after-care as is afforded to cases of, say, tuberculosis of the lungs. It should include regular inspection, and the prompt treatment of any early fissure, as well as the maintenance of an excellent state of general health by means of diet, etc., with an adequate supply of fat sol. A.
DisCUs8ion.-Dr. H. W. BARBER said he had been particularly anxious for this case to be shown, as he thought such cases were often wrongly diagnosed: this case had been diagnosed as seborrhceic dermatitis, as, perhaps, the chest eruption first suggested. The other reason for the exhibition was the scalp condition (fausse teigne), as to the exact nature of which he had long been puzzled. A characteristic feature was the way in which the scales, so to speak, climbed up the hair. He used to think that in some cases the condition was an eczematoid tuberculide, but he now thought Sabouraud was right in saying that in most cases it was an eezematoid reaction to the streptococcus. whereas a profuse growth of a streptococcus was obtained from the intertrigo lesions, and from those on the chest the patch on the scalp yielded only a Staphylococcus albus. This suggests that fausse teigne is a true eezematoid streptococcide, i.e., an allergic eczematous reaction to streptococci at a distance from the actual site of infection.
Dr. H. G. ADAMSON said that Sabouraud had described these chronic forms of streptococcal eruption in his well-known work on "Impetigo " (1900). Not much attention had been paid to them since, probably because they were usually mistaken for seborrhoeic dermatitis, although they did not yield to local sulphur applications, which were so successful in seborrhea. They were very common in children, associated with streptococcal fissure behind the ear, or at the side of the nostril, or following an ordinarv impetigo
